University of Dayton

eCommons
Graduate Theses and Dissertations

Theses and Dissertations

1996

Factors related to attrition from residential chemical dependency
treatment
Jon Evans Hapner
University of Dayton

Follow this and additional works at: https://ecommons.udayton.edu/graduate_theses

Recommended Citation
Hapner, Jon Evans, "Factors related to attrition from residential chemical dependency treatment" (1996).
Graduate Theses and Dissertations. 3140.
https://ecommons.udayton.edu/graduate_theses/3140

This Thesis is brought to you for free and open access by the Theses and Dissertations at eCommons. It has been
accepted for inclusion in Graduate Theses and Dissertations by an authorized administrator of eCommons. For
more information, please contact mschlangen1@udayton.edu, ecommons@udayton.edu.

FACTORS RELATED TO ATTRITION
FROM RESIDENTIAL CHEMICAL
DEPENDENCY TREATMENT

Thesis
Submitted to
The Graduate College of the
UNIVERSITY OF DAYTON

In Partial Fulfillment of the Requirements for
The Degree
Master of Arts in Clinical Psychology

by
Jon Evans Hapner

UNIVERSITY OF DAYTON
Dayton, Ohio
November,

1996

APPROVED BY

Korte, PhD.
John
Chairperson, Thesis Committee

David W. Biers, PhD.
Thesis Committee Member

Kenneth Graetz, P'hD.
Thesis Committee Member

CONCURRANCE:

F. Thomas Eggemeier, PhD.
Chairperson, Department of Psychology

ii

ABSTRACT
FACTORS RELATED TO ATTRITION FROM RESIDENTIAL CHEMICAL
DEPENDENCY TREATMENT
Hapner, Jon E.
University of Dayton,

1996

Advisor: Dr. John R. Korte
Previous research has shown that many factors are
related to premature termination of chemical dependency
treatment.

Given the amount of money,

time and energy that

is devoted to the early stages of treatment,

an accurate way

of identifying those likely to terminate prematurely is
needed.
The present study had four purposes.

First, the

hypothesis was investigated that as abuse becomes more
severe, subjective distress and codependency will become
more pronounced.

Second, multiple factors were investigated

in relation to attrition from residential chemical
dependency treatment.
alcohol and drug abuse,

These factors included severity of
subjective distress,

worthlessness, mistrust of others,

feelings of

and codependency.

Third,

the hypothesis was investigated that clients who terminate
treatment prematurely are more likely to score higher in
criminality.

The fourth purpose was to explore race as a

factor related to attrition.
iii

Fifty-four clients of a residential treatment program
were administered the SASSI or SASSI-2
Subtle Screening Inventory)

(Substance Abuse

as part of the intake procedure.

The results indicated that severity of abuse is
positively correlated with subjective distress, but
negatively correlated with codependency,
SASSI/SASSI-2.

as measured by the

None of the investigated factors were found

to contribute either alone or in combination to the variance
in length of stay.

Criminality was not found to be related

to length of stay.

Racial differences were not found in

severity of abuse nor in length of stay.

Additional inter

scale correlations were found for the SASSI/SASSI-2.
It is believed that the codependency measure may be
measuring aspects of denial.

It is also believed that

significant inter-correlations between scales and low
variability in scale scores may have affected the results in
terms of factors related to length of stay.
Suggestions for future research are discussed,
including the use of matched controls,

and additional

measures of the factors under investigation.
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CHAPTER I
INTRODUCTION

An increasing number of clients entering private
practice and community mental health centers present with
chemical dependency,
primary problem.

and its associated features, as the

This paper will discuss factors underlying

drug abuse, differences among abusers of illicit substances,
the connection between substance abuse and criminal
behavior,

and will focus on factors affecting length of stay

in treatment.

By way of review,

the definitions of

dependency as written in the Diagnostic and Statistical
Manual

(4th ed.)

(DSM-IV), the "bible" of modern

psychological diagnosis and treatment,

as well as an

alternate definition underlying a popular chemical
dependency assessment tool, will be summarized.
Substance Abuse Definitions
The DSM-IV defines a substance as "a drug of abuse,
medication, or a toxin"

(APA, 1994, p. 175).

These

substances may be divided into the following classes:
caffeine, alcohol, amphetamines, nicotine,

1

cannabis,

2
hallucinogens,

inhalants,

opiates,

cocaine, phencyclidine,

and sedatives/hypnotics/anxiolytics.
The DSM-IV defines substance abuse as:
a) A maladaptive pattern of substance use leading
to clinically significant impairment or distress,
as manifested by one or more of the following:
1) recurrent substance use resulting in failure to
fulfill major role obligations at work, school, or
home, 2) recurrent substance use in situations in
which it is physically hazardous, 3) recurrent
substance abuse related legal troubles, 4) continued
substance use despite having persistent or recurrent
social or interpersonal problems caused or
exacerbated by the effects of the substance; and
b) The symptoms have never met the criteria for
substance dependance for this class of substance
(APA, 1994, p. 182-183) .
The DSM-IV goes on to define substance dependence as:
A maladaptive pattern of substance use, leading to
clinically significant impairment or distress, as
manifested by three (or more) of the following,
occurring at any time in the same 12-month period:
1) tolerance, as defined by either of the following:
a) a need for markedly increased amounts of the
substance to achieve intoxication or desired effect,
b) markedly diminished effect with continued use of
the same amount of the substance, 2) withdrawal, as
manifested by either of the following: a) the
characteristic withdrawal syndrome for the substance,
b) the same (or a closely related) substance is
taken to relieve or avoid withdrawal symptoms,
3) the substance is often taken in larger amounts or
over a longer period than was intended, 4) there is
persistent desire or unsuccessful efforts to cut
down or control substance use, 5) a great deal of
time is spent in activities necessary to obtain the
substance, 6) important social, occupational, or
recreational activities are given up or reduced
because of substance use, 7) the substance use is
continued despite
knowledge of having a persistent
or recurrent physical or psychological problem that
is likely to have been
caused or exacerbated by
the substance (APA, 1994, p. 181) .
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Miller,

the author of the Substance Abuse Subtle

Screening Inventory (SASSI), defines chemical dependency as
a "primary, pervasive, progressive family disorder
characterized by denial with a good prognosis for a rich and
satisfying life with appropriate intervention,
aftercare."

(Miller,

treatment and

1985, p. 1-24).

"Primary" refers to Miller's assertion that substance
abuse is the primary problem in the client's life, as
opposed to the widely held belief that substance abuse is
secondary to another psychopathology.

The belief that

substance abuse is a secondary pathology is also known as
the "symptomatic" approach; it states that the substance
abuser is using in order to alleviate suffering,
depression,

anxiety,

loneliness or stress.

such as

The

"symptomatic" approach implies that substance abusers should
be treated no differently than clients in the general
psychiatric population; they do not need a unique or
different treatment.

Miller, however, believes that

chemical dependency is a separate disorder,

and, therefore,

treatment should differ accordingly.
"Pervasive" refers to Miller's assertion that substance
abuse and dependency invade all aspects of the client's
life.

Miller states that "substance use and abuse is a

psychological,

social,

religious,

legal,

emotional,

interpersonal, biochemical, moral, developmental, political,

4
cultural, medical,
p. 1-18).

and spiritual phenomenon"

(Miller,

1985,

This pervasiveness may indicate the presence of

difficulties maintaining a job, maintaining meaningful
relationships with friends and mates,
D.U.I.)

and medical problems

lung cancer,

as well as legal

(e.g.

(e.g. cirrhosis of the liver,

the deterioration of nasal tissues).

"Progressive" refers to the belief that once an abuser
reaches a certain point in the development of problematic
substance abuse, the person will continue to use despite
problems in major life areas.

The abuser may try to

moderate or stop use, or substitute other substances, but
will continue to use despite their efforts to quit, unless a
suitable intervention is conducted.
"Family disorder" refers to the notion that the
abuser's significant others are affected by the person's
substance use.

Commonly referred to as "codependency",

this

concept holds that the family members develop patterns of
behaving
problems)

(e.g. trying to control others and conceal
that interfere with their own ability to function

in a healthy manner.

This has important implications for

the treatment of the substance abuser; if only the
individual is treated for the disorder,
maladaptive behaviors may continue,

the family members'

and may contribute to

the abuser's relapse following treatment.
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The definitions of dependency from Miller and the DSMIV have several factors in common.

Both definitions state

that substance use will progressively worsen despite the
u s e r ’s efforts to reduce or discontinue use, unless
appropriate treatment is obtained.

Both definitions also

state that dependency pervades all aspects of the user's
life,

including social, vocational,

and familial settings.

Finally, each definition either explicitly states or implies
that dependency is the primary cause of problems for the
substance abuser.

Given these three defining features of

substance dependence

(primary, progressive,

and pervasive),

the increasing social awareness of the problems associated
with drug abuse,

and the efforts undertaken to prevent drug

abuse, one may wonder how and why people become addicted to
illicit substances.
Factors Underlying Drug Abuse
Sheppard,

Fracchia, Ricca, and Merlis

Minnesota Multiphasic Personality Inventory
clients in inpatient treatment,

(1972) gave the
(MMPI) to 336

testing the hypotheses that

five psychological factors underlie most drug addictions
(other than drug availability): 1) accidental addiction,
2) peer pressure,
personality,

3) sensation seeking,

4) addiction-prone

and 5) concurrent psychopathology.

The results

did not support the addiction prone personality hypothesis
but did support the other four.

The results also indicated
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that no one personality type could be solely connected with
substance abuse.
Khantzian

(1985) proposes a self-medicating hypothesis

to explain the causes of addiction to cocaine and heroin.
He states that cocaine dependent individuals prefer the drug
for its ability to help them control feelings of depression
or hyperactivity.

Heroin users, he asserts, prefer the drug

for its effects on controlling rage and violence.

He

further states that drug users experiment with different
classes of drugs until they find the one "drug of choice"
that best helps them manage their otherwise unmanageable
affect state, and that many of these people have been helped
with an appropriate psychotropic medication once they have
decreased or stopped using their drug of choice.
Corbisiero and Reznikoff
Clinical Multiaxial Inventory
Inventory

(AUI),

(1991), using the Millon
(MCMI) and the Alcohol Use

found three personality types within a

group of inpatient alcoholics.

The first type had the least

overall pathology, with no clinically significant
elevations.

The second type's test scores showed elevations

on the antisocial, narcissistic, paranoid,

and drug and

alcohol abuse scales. The third type showed score elevations
on avoidant,

schizoid, dependent, passive-aggressive,

anxiety, dysthymia,

and alcohol abuse scales.
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Corbisiero and Reznikoff's results are consistent with
Pattison's

(as cited in Corbisiero & Reznikoff,

1991)

earlier postulation of three subtypes of alcoholics.

The

first, or the "normal" variation, drinks primarily as a
response to a crisis.

The second,

the "neurotic character",

drinks to deal with internal conflict.

The third type has a

pre-existing borderline psychopathology,

and drinks as a

substitute for psychic structure.
Cooper and Robinson

(1987) examined the ability of the

Substance Abuse Subtle Screening Inventory (SASSI) to
measure severity of substance abuse, and substance abuse
related features,

in the collegiate population.

They found

that scores on the scale measuring severity of alcohol use
were positively correlated with scores on the scales
measuring subjective distress and codependency,

and

negatively correlated with scores on the denial scale.
Scores on the scale measuring severity of drug use also were
positively correlated with scores on the subjective distress
and codependency scales.
Clearly,

there are many contributing factors underlying

substance abuse.

The factors discussed above are

consistently found across groups, regardless of gender,
socio-economic,

or racial boundaries.

Beyond the common

factors underlying substance abuse, however,

some
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differences do exist between some groups in the types of
substance used and the severity of abuse.
Racial Differences In Illicit Drug Use
Shaffer, Nurco, Ball, and Kinlock

(1985) studied the

differences between Caucasian and African-American narcotic
addicts in terms of their use of non-narcotics
marijuana,

amphetamines, barbiturates,

hallucinogens)

(e.g.,

quaaludes,

cocaine,

and their criminal activity, during periods

of abstinence and active use of narcotics

(e.g., heroin).

Shaffer et al. found that African-Americans most commonly
used

(in order of use) marijuana,

cocaine, barbiturates and

benzodiazepines, while Caucasians most commonly used
order of use)

(in

cocaine, marijuana, barbiturates,

amphetamines, benzodiazepines and quaaludes.

Statistically

significant mean differences showed that Caucasians used
barbiturates and amphetamines more heavily than AfricanAmericans .
Pavkov, McGovern,

and Geffner

(1993) studied the

differences between Caucasians and African-Americans in
terms of severity of substance abuse and levels of
psychological functioning.

While abusers of both races

typically used more than one substance,

they found whites

were more likely to severely abuse alcohol, while blacks
more often abused illicit substances.

Blacks in this study

also scored higher than whites on measures of interpersonal
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problems, depression, hostility,

and psychosocial stress,

and had lowered global functioning scores.

Pavkov et al.

offered several explanations for these differences.

First,

blacks may score higher on measures of psychological
distress as a result of chronic substance abuse,

as opposed

to higher levels of distress predating the substance abuse.
Pavkov et al. also stated that blacks may have been less
educated than whites about signs of substance abuse, as
blacks often cited television advertisements as the basis
for their decision to enter treatment.
have waited longer to seek treatment,
severe signs of addiction were present
symptoms,

Also, blacks may
and consequently, more
(e.g. withdrawal

familial or vocational difficulties).

Substance Abusers' Criminal Activity
Shaffer, Nurco, Ball, and Kinlock

(1985)

studied

criminal behavior in people addicted to narcotics.
cite an earlier study

(Ball, Shaffer,

& Nurco,

1983)

They
that

found that among narcotic addicts, criminal activity was
more frequent during periods of active use than during
periods of substance abstinence.

Shaffer et a l . concluded

that cocaine use was positively correlated with increased
criminality in blacks, but not in whites.

Barbiturate use

was associated with an increased number of crimes in both
races.

Benzodiazepine use was associated with increased

criminal activity in both races, but to a greater extent in
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whites.

Hallucinogen use was positively correlated with

increased criminal behavior in whites, but not in blacks.
Shellow

(1976) differentiated between four types of

crime that are typically associated with drug abuse.

The

first type is crime committed while under the influence of a
given drug.

While there is no "robbery capsule" that

increases crime rates as a pharmacological effect of its
use, rates for some crimes clearly increase while people are
under the influence

(e.g., the drug produces a state of

agitation that may precipitate crime).
consists of drug-defined crimes,
trafficking.

The second type

such as possession and

The third type of crime associated with drugs

is a direct consequence of attempting to maintain
distribution networks,
public officials.

and includes hijacking and bribery of

The fourth type of crime is the type that

most often concerns the public.

It is associated with

maintaining personal habits of using expensive narcotics.
This type of crime includes theft and destruction of
personal property.
To this point, this paper has focused on factors
underlying drug abuse, differences between abusers of
alcohol and drugs, racial differences among substance
abusers, and criminal behavior by addicts.

Given the wide

variations within this population, one may wonder how
successful treatment may be.
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Substance dependent individuals often are resistant to
stopping use or to seeking treatment.

Typically,

they will

continue to use substances, unless they reach a point where
they must seek treatment, due to familial or legal pressures
or because of medical concerns.

However, despite these

powerful motivating forces, clients who do seek treatment
often do not complete it.
Premature Termination of Chemical Dependency Treatment
Dusoe

(1994)

stated that between 50% and 60% of

outpatients may leave treatment before completion,

and

between 6% and 15% of inpatients also may leave prematurely
(for the purposes of this paper, premature termination will
be defined as leaving treatment prior to the successful
completion of the program requirements).
A series of studies was conducted on racial differences
among first day dropouts in prison chemical dependency
treatment centers.

Little

(1981)

found that, of the 168

clients in the study, whites and blacks applied for
treatment in approximately the same proportions, but blacks
were significantly less likely to enter treatment.

Little

also found that users of stimulants, barbiturates, and
narcotics all entered treatment more often than marijuana
users.

Robinson and Little

inmate clients,
treatment.

(1982)

found that, of 200 male

6.5% dropped out in the first day of

Of these dropouts,

62% were black, although only

12
30% of all clients in treatment were black.
Robinson

(1987)

Little and

found that 8.9% of clients left treatment in

the first day, with 68% of dropouts being black, although
53% of clients entering treatment were black.

All first day

dropouts showed a history of drug use early in life
or before),

(age 16

and were incarcerated for drug offenses.

The

first day dropouts also had mean scores above 70 on the
M M P I ’s psychopathic deviate, hysteria,

schizophrenia,

and

mania scales, with high F scale scores.
DeLeon and Schwartz

(1984)

found that,

community residential treatment centers,
clients remain in treatment for 6 months,
will remain in treatment for 12 months.

for therapeutic

17% to 34% of
and only 4% to 21%
DeLeon and Schwartz

found a curvilinear relationship between length of time in
treatment and attrition rates.

They found that length of

stay in a program predicts continued retention; the longer a
client remains in treatment,

the more likely the client is

to remain in treatment.
Vickers-Lahti,
Love, and Lewis
attrition.

Garfield, McKusker, Hindin, Bigelow,

(1995)

studied legal factors in predicting

They found that for those clients who had

"concerns about legal problems"

(e.g., were referred for

treatment by the justice system), 41% left before having
spent 80 days in treatment.
circumstances"

The clients with "legal

(e.g., no legal concerns cited in the intake
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interview, but there were other legal factors identified
during a chart review) had an attrition rate of 48% in the
first 80 days.

However,

for those clients with no

identifiable legal problems,
80 days.

63% left treatment in the first

Vickers-Lahti et al. concluded that only concerns

about legal troubles reported at the time of the intake
interview were associated with lower early attrition rates
(within the first 40 days), and that legal concerns did not
significantly contribute to later treatment attrition

(after

40 days).
Federer, McKenry,
factors,

and Howard

(1986)

including criminal activity,

treatment attrition.

studied several

thought to relate to

Federer et a l . point out that studies

by Shellow (1976) and the Massachusetts Department of
Corrections

(1971) both found that treatment programs are

most effective with clients who do not have extensive
criminal records.

Federer et al.'s own findings did not

support their expectation that the length of a client’s
criminal record could also predict attrition.

However,

the

fact that their subject sample consisted of clients all
referred for treatment by the criminal justice system, and
that the clients were relatively homogenous in age

(young

adults), may have contributed to their negative finding.
Federer et al. did find that lower educational level and no
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prior treatments were positively correlated with premature
termination.
Simpson

(1979)

studied length of time in treatment and

different treatment modalities.

He found that clients who

remained in treatment for 90 or more days were more
successful

(e.g., less criminal justice system involvement,

better abstinence records, more stable employment and fewer
treatment repeats)

than those who left treatment earlier.

Simpson also found that, within the Drug Abuse Treatment
Program (DARP) , clients completing methadone maintenance,
outpatient drug-free,

or therapeutic community treatments

were all more successful than clients of detoxification-only
programs.

The clients of each of the three programs also

were more successful than clients whom only completed the
intake process without entering treatment.
Smart and Gray (1978)
alcoholics.

studied success in treating

They found that lower motivation for treatment,

more problems due to drinking,
with alcohol,

longer-term life experience

and a longer length of time that alcohol has

been a problem are better predictors of premature dropout
rates than demographic variables

(e.g., race, gender,

economic status) or measures of physical health,
stability, marital stability,

socio

social

attitudes towards abstinence,

social resources and isolation.

Smart and Gray also found
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that medical,

as opposed to non-medical,

treatment led to

fewer dropouts.
Dusoe

(1994)

suggests that prematurely terminating a

program may be related not to motivation,

as some have

suggested, but rather to other contributing factors.

Using

the SASSI, this study found that clients with feelings of
worthlessness and high subjective distress,

and more severe

levels of abuse were more likely to discharge prematurely or
discharge against medical advice

(AMA).

Dusoe also found

that those individuals with stable employment histories and
longer length of chemical use were more likely to complete
treatment.

However,

the study found that the number of

substances used, number and type of medical complaints,
staff members'

and

assessment of the clients' behavioral

functioning during treatment were not helpful in determining
those clients who were likely to terminate treatment early.
Stark and Campbell

(1988) employed the Millon Clinical

Multiaxial Inventory (MCMI) and the Symptom Check List

(SCL-

90R) to study attrition from chemical dependency treatment.
Of their 100 subjects,
intake session,
months.

31% dropped out after the initial

and only 26% remained in treatment after two

They found that clients with psychotic

symptomatology,

as identified by the MCMI, were more likely

to remain in treatment at two months; however,

these clients

were likely relying on the treatment center only to meet
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their basic needs

(e.g. food and shelter).

Stark and

Campbell found that amphetamine abusers who were highly
distressed were most likely to terminate treatment early.
However,

they found that demographics and drugs of choice

were not significantly related to premature termination from
treatment.
Craig

(1984) also used the MCMI to study attrition.

He

found that scores on the MCMI were not useful in predicting
premature termination of treatment.
in conjunction with his earlier study

He used this finding,
(cited in Craig,

1984)

to support his contention that personality tests are poor
predictors of treatment drop-out rates.

He states that

dropping out of treatment is more a function of
environmental influences, or the combination of other
multiple factors
modality),

(e.g. therapist involvement,

treatment

than it is of personality factors.

Beck, Shekim, Fraps, Borgmeyer and Witt

(1983)

found

several characteristics of patients who are discharged
against medical advice.

These drop-outs were more likely

than treatment completers to have a personality disorder
diagnosis,

and they were more often admitted after hours

(during weekends and evenings).

They were more often in

their 20s; they were more often intoxicated on admission;
and they were less likely than completers to have been
referred by relatives or legal authorities.
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Stark (1992) conducted a thorough search of the
substance abuse attrition literature.

He found that a

majority of the research indicates that over 50% of clients
leave treatment within the first month.

Stark reports that

alcoholics who terminate treatment prior to six months of
sobriety are unlikely to maintain sobriety, and that
alcoholics in treatment for longer than 60 days had better
abstinence rates at eight months than those who left
earlier.

Stark found that,

in general, clients of inpatient

treatment programs had lower attrition rates than clients of
outpatient programs.
Stark's review of the literature found that for women,
important factors in predicting attrition were their beliefs
regarding their physical health, treatment modality, and the
extent to which the program offered services the client felt
they needed.

Attrition rates for men, however, were

affected more by their personal and familial history of
substance abuse, current social supports,
factors

(e.g., depression).

and personality

Stark concluded that marital

status, age, educational level, employment status,
pressure to complete treatment,

legal

and race were not

consistently related to attrition.
A majority of the research Stark reviewed indicated
that number of drugs abused is a factor that is consistently
related with attrition, with polysubstance abusers
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prematurely leaving treatment more often than single-drug
users.

However, histories of both drug use and previous

treatment are not good indicators of attrition.

Drug use

history is often confounded with age, and may not indicate
severity of current use.

Previous treatment history is also

confounded with age, as well as severity of use and length
of use.
According to Stark, psychiatric diagnosis also has
received mixed reviews in attrition rate studies.

Some

studies that Stark reviewed found support for specific
symptom patterns being positively correlated with higher
attrition rates.

These patterns include personality

disorders, depression,
psychopathic deviant

and high scores on the MMPI

(Pd) scale.

Clearly, many views exist as to the reasons that
clients may leave treatment early; however, no one theory
adequately explains why clients continue to drop out of
treatment prematurely.

The cost of drop outs is high; much

time, effort and money are spent in conducting pre-screening
interviews,

assessments,

intake interviews,

the early stages of client treatment.

as well as in

The present study was

conducted to further investigate factors thought to relate
to premature termination.
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The Present Study
The present study had four purposes.

The first purpose

was to investigate the hypothesis that as abuse becomes more
severe,

subjective distress and codependent traits become

more pronounced.
and Robinson's

This hypothesis was derived from Cooper

(1987)

finding that scores on measures of

severity of drug and alcohol abuse were positively
correlated with scale scores measuring subjective distress
and codependency.

Recall that substance dependence has

three defining features: it is the primary problem,
progressive,
life.

it is

and it pervades all aspects of the addicts'

As abuse becomes more severe, the abuser will have

increasing problems in major life areas,
increase in subjective distress.

resulting in an

In addition to this

increase in distress, maladaptive patterns of relating to
significant others will also develop,

including patterns

indicative of codependency.
The second purpose of this study was to investigate
factors related to attrition from treatment.
(e.g. Dusoe,

Some research

1994) has indicated that severity of abuse,

subjective distress,

and feelings of worthlessness are

negatively correlated with length of stay.
(e.g. Federer et al.,

Other research

1986; Vickers-Lahti et a l ., 1995) has

indicated that these factors may not be sufficient in
predicting attrition.

This study,

therefore,

explored
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multiple factors in order to determine which factor, or
combination of factors, demonstrate a significant
correlation with length of stay, after having taken into
account any correlations between factors.

The factors

examined were severity of abuse of both alcohol and drugs,
feelings of worthlessness,
codependency,

subjective distress,

and not trusting others enough to express

oneself in meaningful ways.
The third purpose of this study was to investigate the
hypothesis that clients with a shorter length of stay are
more likely to have scale scores similar to people that have
a history of involvement with the criminal justice system.
This hypothesis was derived from the findings of the Shaffer
et al.

(1985)

study that examined the criminality among

narcotic addicts in alternating periods of active use and
abstinence,

as well as the Shellow

Department of Corrections
Howard,

1986)

(1976) and Massachusetts

(as cited in Federer, McKenry,

&

studies that found substance abuse treatment

was more effective with individuals who do not have
extensive criminal records.

However,

these studies used

data from either clients referred for treatment by the
criminal justice system, or clients in treatment while also
incarcerated.

Also, not all studies

(e.g. Federer et al.,

1986) have found that attrition is related to criminality.
This study explored this hypothesis using data from clients
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who were neither incarcerated nor referred for treatment by
the justice system.
Lastly, the present study's fourth purpose was to
explore race as a factor related to attrition.
studies,

such as Pavkov et al.

(1982), and Little and Robinson

Some

(1993), Robinson and Little
(1987), have found racial

differences in length of stay and severity of abuse of drugs
and alcohol.
Ball et al.

However,

studies by Shaffer et al.

(1985) and

(1983) called into question these findings, and

studies by Smart and Gray

(1978) and Stark

(1992)

stated

that race is not an important factor when predicting
attrition.

In view of this discrepancy in findings,

the

present study investigated racial differences in the
severity of abuse of drugs and alcohol,

and explored the

degree to which race was a significant factor in predicting
attrition after controlling for severity of abuse.

CHAPTER II
METHOD

Subjects
The subjects consisted of 54 clients,

38 male and 16

female, who had been treated in the residential unit of Nova
House,

Inc.

Nova House is a treatment facility for chemical

dependency located in Dayton,

Ohio.

Subjects included in

the study all met the criteria for chemical dependency.
The subjects included 18 whites and 36 blacks.
age ranged from 19 to 54 years

(M = 33.54).

ranged from eighth grade to graduate level.
ranged from 1 to 214 days

Subject

Education
Length of stay

(M = 51.26 days), with three

people successfully completing the residential program.
Table 1 includes a summary of the composition of the
subjects, displayed by ethnicity,

length of stay,

educational level, and gender.
Instruments and Measures
Demographic Data.

Demographic data were obtained from

intake forms and clinical notes in the clients’ charts.
intake forms were completed by Nova House staff prior to
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Table 1.
Composition of Subjects by Version of the SASSI
Administered.
SASSI
(n = 28)

SASSI-2
(n = 26)

Total
(n = 54)

Gender
19

19

38

9

7

16

White

8

9

17

Black

20

17

37

< High School or GED

11

10

21

High School or GED

13

11

24

4

5

9

1-7 Days

5

6

11

8-21 Days

4

8

12

22-45 Days

6

4

10

46-90 Days

7

5

12

91+

6

3

9

Male
Female
Ethnic Group

Educational Level

Some College or >
Length of Stay

Days
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client admission to the residential unit.

This data

included race, age, gender, marital status, years of
education,

and referral source.

Also gathered from client

charts was the reason for discharge from the unit.
The Substance Abuse Subtle Screening Inventory
The SASSI is a test devised by Miller

(SASSI) .

(1985) to identify

alcohol and drug dependent individuals,

as differentiated

from social users and general psychiatric clients.

There

are currently two versions, one for adults and the other for
adolescents.

This study used only the adult form.

The adult form of the SASSI was developed using items
taken from a variety of sources.
only other tests,

such as the MMPI

Alcoholism Screening Test
Scale

These sources included not
(1965), Michigan

(1971), MacAndrews Alcoholism

(1965), and the Psychological Screening Inventory

(1973), but also from articles on substance abuse and from
Miller’s own clinical experience.
covered a variety of content,
interpersonal relations,

The preliminary items

such as behaviors, values,

and attitudes.

These items

included drug and alcohol related items that appeared to be
face valid,

and also items seemingly unrelated to drug or

alcohol abuse but which hypothetically were thought to
differentiate between abusers and non-abusers.
led to "socially desirable" responses

Items that

(as determined by
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previous research,

as well as Miller's personal impressions)

were eliminated.
The approximately 1000 questions were administered to
samples of abusers and controls.

Smaller groups of items

then were given to small groups of male abusers and
controls,

and items that statistically differentiated the

groups were combined with other items and re-administered to
groups of abusers and controls until a stable set of items
emerged.

Eventually,

items were administered to groups of

female abusers and matched controls.
The final pool of items and the SASSI subscales were
determined following two additional studies.

The first

study administered 600 items, including both multiple choice
and Likert scale items, to 100 subjects.

The second study

attempted to replicate the first study's findings,
investigated the impact of defensiveness.

and also

In this study

some subjects were given the standard instructions,

and

others were told to "fake good" by being candid but
concealing their history of substance use.

These two

studies resulted in a pool of items that successfully
differentiated male and female heroin users and alcoholics
from controls matched on age, gender and education.
The final pool of items was selected based on the
following criteria:
1) the results of multiple discriminant analyses;
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2) significant univariate F values in
differentiating means of groups; 3) consistency
in mean differences of both drug and alcohol
abusers from same sex control subjects; 4) the
combination of items, if not every item, should
work with both sexes and both types of chemical
abuse; 5) power in either resisting or measuring
a defensive response set; 6) a rough balance
between the number of true and false keyed items
on each subscale; 7) low overlap of items between
subscales; and 8) low correlations with
demographic variables (Miller, 1985, p. 3-15)

The final version of the SASSI is divided into two
sections, and has eight subscales.

The first section is

comprised of 52 true-false items, the content of which is
not directly related to substance abuse,
six subscales.

and is scored using

Twenty-two items are keyed on more than one

scale; two items are not used for scoring.
The Obvious Attributes scale

(OAT) measures the test

taker's willingness or openness to admit to symptoms or
problems often associated with substance abuse.
comprised of 17 items.

It is

Mean inter-item correlations range

from .08-.18, and internal consistency ranges from .61-.73
(all internal consistency and inter-item correlation ranges
cited herein are based on three studies conducted by Miller,
1985).

High scores on the OAT indicate maladaptive

characteristics: high subjective distress, high self-blame,
and low self-esteem.

These characteristics are found in

many substance abusers,

although high scores on this scale

may be obtained by non-abusers.

High scores on OAT,
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together with low defensiveness,

indicate recognition of

faults and the presence of remorse regarding their faults,
and an openness to change.

Low OAT scores are uncommon

among substance abusers except when paired with high
defensiveness, which indicates an effort to "fake good."
The Subtle Attributes scale

(SAT) measures personality

traits associated with substance abuse.
11 items.

It is comprised of

Mean inter-item correlations are in the .03-.09

range, with internal consistency in the .25-.49 range.

The

traits related to the SAT include: not talking about
personal or painful issues; not expressing feelings; and not
trusting others enough to be intimate.

These traits,

and

the SAT score, tend to be stable over short periods of time.
The SAT is more resistant to the effects of defensiveness
than OAT; it is more difficult to "fake good" on this scale.
High SAT scores indicate a personal predisposition to
develop dependency on drugs or alcohol.
The Denial scale
Defensiveness One
taking.

(DEN), also referred to as

(DEF1), measures resistance to test

A high score reflects excessive denial,

either from

unconscious denial or a deliberate attempt to conceal one's
use.

High DEN scores indicate a person who may be self-

righteous or believes his- or herself to be morally
superior, while overlooking their faults.

In treatment,

this person goes through a stage of strong resistance.

A
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low score indicates feelings of deficiency or worthlessness;
this person overlooks their good qualities.
comprised of 14 items.

DEN is

Mean inter-item correlations for

this scale range from .08 to .14, with a .57-.68 range for
internal consistency.
The fourth scale, Defensive Abuser vs. Defensive NonAbuser
(DEF2).

(DAN), is also referred to as Defensiveness Two
The DAN scale is not used for all profiles; only

when a subject scores either: a) two standard deviations
above the mean on DEN, or b) one standard deviation above
the mean on DEN and one standard deviation above the mean on
either OAT or SAT. Given these conditions,

a high DAN score

indicates a defensive abuser; a low DAN score indicates a
defensive non-abuser.

DAN is comprised of 15 items, with

mean inter-item correlations ranging from .08 to .23, and a
.56-.82 range for internal consistency.

This scale is

strongly correlated with the DEN scale.
The Alcohol vs. Drug scale

(ALD) also is not used for

all profiles; only when a subject is classified as an abuser
(by the SASSI or other criteria)

is this score examined.

ALD measures the degree to which the individual is similar
to alcoholics who rarely use other drugs, or drug users who
rarely use alcohol.

High scores indicate the former; low

scores indicate the latter.

Non-abusers and drug-only

abusers tend to score at or below the mean on this scale.
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This scale contains 10 items; it has a mean inter-item
correlation of .03, with internal consistency in the .44-.49
range.
The final scale of the first section is the Family vs.
Controls scale

(FAM).

It purports to be a preliminary

measure of codependency,

although it is considered to be the

weakest scale due to flaws in its derivation
Specifically,

(Miller,

1985).

the scale derivation samples were flawed,

in

that they were not accurate representations of the groups to
be measured

(codependents and non-codependents).

This scale

also was intended to differentiate abusers or codependents
who are children of chemical abusers,

from abusers or

codependents who are not children of chemical abusers.
However,

the data does not support this intention.

this scale was not cross validated.

Also,

It contains 14 items,

with mean inter-item correlations in the .01-.09 range,

and

internal consistency ranging from .16 to .60.
Table 2 shows the normative sample means,
deviations,

standard

and test-retest reliability coefficients for

these six subscales.
The second section of the SASSI is comprised of two
supplementary subscales which are to be administered
immediately after section one.
ask about drug and alcohol use.

These two scales directly
Each of the two scales is
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Table 2.
Normative Sample Means, Standard Deviations and Test-Retest
Correlations for the SASSI Subscales.
Sub-Scale Occasion

M

£D

Test-Retest
Reliabilitv

OAT

1
2

8.00
8.04

3.45
2.97

.878*

SAT

1
2

3.75
4.29

1.87
2.09

.918*

DEN

1
2

5.42
5.79

2.83
2.64

.867*

DAN

1
2

8.96
9.17

3.42
3.19

.919*

ALD

1
2

4.58
4.63

1.38
1.13

.784*

FAM

1
2

7.96
7.71

2.35
2.48

.768*

Note: n = 24 Test re-administered within 24 hours.
non-clinical sample.
From personal communication. Adapted
by permission of the SASSI Institute.
* p < .05
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scored on a Likert scale of 0 (never used)

to 3 (used

frequently).
The first of these scales is the Face Valid Alcohol
scale

(FVA), also referred to as the Risk Prediction scale

for Alcohol

(RPSA).

It measures the severity of alcohol

abuse, with a high score indicating severe abuse.

It is

comprised of 12 items; internal consistency ranges from .93
to .96.
The other scale of section two is the Face Valid scale
for Other Drugs

(FVOD), also referred to as the Risk

Prediction scale for Other Drugs

(RPSD).

This scale

measures the severity of use of drugs other than alcohol,
with high scores indicating severe abuse.

This scale is

comprised of 14 items; internal consistency ranges from .90
to .92.
Miller briefly discusses a third supplementary scale,
the PAL-5.

This scale contains four items designed to

measure severity of drug and alcohol abuse within the
previous month.

However,

this scale was not used in the

current study.
The SASSI's decision tree for classifying a person as a
chemical abuser is constructed as follows: 1) if the face
valid

(RPSA and RPSD) or the PAL-5 scales are not used, then

go to step 2); if they are used, then when a) the RPSA or
the RPSD score is 10 or above, or b) the PAL-5 raw score is
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11 or above, you classify the person as a chemical abuser;
2) if a) the OAT or the SAT T-score is above 70, or b) both
the OAT and the

SAT T-scores are above 60, then you classify

the person as a chemical abuser;

or 3) if a) the DEN T-score

is above 70, or b) both the OAT and the DEN T-scores are
above 60, or c)

both the SAT

60, then you examine the DAN

and the DEN T-scores are above
raw score.

If the DAN score is

6 or above then you classify the person as a defensive
chemical abuser; if it is 5 or below,
person as a defensive non-abuser.

then you classify the

If none of the conditions

in steps 1-3 is met, then you classify the person as a non
abuser .
The SASSI has been found to have high concurrent
validity (.62) with the MacAndrews alcoholism subscale of
the MMPI

(Cooper & Robinson,

1987).

Studies have shown the

SASSI to be 89% to 97% accurate in identifying abusers, with
a rate of 5% to 10% for misclassification of nonabusers
(Miller,

1985). The SASSI has been employed in a variety of

settings; with rehabilitation clients
Schwab,

1993), with college students

Robinson,

(e.g., DiNitto &
(e.g., Cooper &

1987), in studies comparing various drug

dependency assessment instruments

(e.g., Gibson & Manley,

1991), as well as several validity studies
1992, and Svanum & McGrew,

(e.g., Shroyer,

1995).

The SASSI was revised in 1994.

The SASSI-2 is the
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revised edition, and it includes two new scales: the
Correctional scale
scale

(RAP).

(COR), and the Random Answering Pattern

The COR scale was developed in response to

users' requests for a scale that would predict a person's
risk of repeated involvement with the criminal justice
system. It is comprised of 16 items.

A score of 11 or above

indicates that the client is responding in a manner similar
to people with extensive criminal justice system
involvement.
The RAP scale was adapted from the adolescent form of
the SASSI.

It is comprised of six items.

A raw score of

two or above indicates a clinically non-significant response
pattern; the person did not answer thoughtfully,

and test

scores should not be used.
Another change from the SASSI to the SASSI-2 is the
replacement of the DAN scale with the Supplemental Addiction
scale

(SAM).

SAM measures defensiveness, and is used in

chemical abuser classification,
however,

in the same manner as DAN;

the SAM scale is not strongly correlated with DEN.

Four items were removed from and four items were added to
DAN; the other eleven items on SAM are identical to those on
DAN.
Also, the ALD scale was dropped from the SASSI because
so many abusers use both alcohol and drugs.

Therefore,

the
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scale was attempting to make a clinically non-significant
distinction.
With the changes outlined above,

section one of the

SASSI-2 became a 62 item true-false test.

However,

the OAT,

SAT, DEN, and FAM scales contain the same items as the
original SASSI, and the scores may be converted and used
clinically in the same manner as with the original SASSI.
Three items were not kept in the change, but two of these
items were not scored on the SASSI.

Thirteen new items were

added; seven of these are not scored on a scale of the
SASSI-2.

The remaining six items compose the RAP scale.

Twenty-eight items are scored on more than one scale.
The decision rules for the SASSI-2 are very similar to
those of the original SASSI.

They are as follows:

1) if the

RAP score is 2 or above, the person’s profile indicates
possible random answering,

and the scores should be

discarded as invalid; 2) if either RPSA or R P S D ’s T-score is
above 80, classify the person as chemically dependent; 3) if
a) either the OAT or SAT T-scores are above 70, or b) both
the OAT and SAT T-scores are above 60, classify as
chemically dependent; 4) if a) the DEN score is above 70, or
b) both the DEN and OAT T-scores are above 60, or c) both
the DEN and SAT T-scores are above 60, then you examine the
SAM score.

If the SAM T-score is above 60, then you

classify the person as chemically dependent.

If none of the
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criteria in steps two through four is met,

then the person

is classified as non-dependent.
Table 3 shows the normative sample means and standard
deviations for the SASSI-2.
sample

These means are based on a

(n = 78) of clients of a midwestern urban

residential treatment facility for addictions.
Procedure
Permission was obtained from Nova House,
from existing files the data for this study.
was made to maintain confidentiality,

Inc. to gather
Every effort

e.g. clients' names

were not used in compiling data from the files.
Demographic data and test scores were obtained from 58
subjects between November 1993 and May 1996, as part of the
intake procedure for the residential unit.

Demographic

information included age, gender, ethnicity, marital status,
educational level, and reason for termination from the
program.

Scores were obtained from either the SASSI or the

SASSI-2; each subject took only one version of the SASSI.
The SASSI and SASSI-2 were administered by Nova House staff
trained in the administration and scoring of these tests.
Tests were hand scored using SASSI templates.

A diagnosis

of non-dependent or chemically dependent was then determined
using the decision rules in the SASSI manual.

This study

examined data only from subjects meeting the criteria for
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Table 3.
Normative Sample Means and Standard Deviations for the
SASSI-2 Subscales.
M

£D

OAT

8.92

3.63

SAT

4.51

1.71

DEN

6.20

2.89

SAM

9.06

2.13

FAM

7.60

2.07

COR

8.56

3.21

RAP

0.22

0.53

FVA

12.57

9.52

FVOD

12.99

11.91

Subscale

N o t e : n = 78.
Data gathered at a midwestern urban
residential treatment facility for chemical dependency.
From personal communication.
Used by permission from SASSI
Institute.
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chemical dependency.

Data from two clients were removed

from this study because their scores indicated possible
random answering

(RAP scale score above 2).

One subject was

removed because the scale scores did not meet the chemical
dependency requirement,

and another subject was removed

because he/she is hispanic,
only from blacks and whites.

and this study examined data
Hence, data from 54 clients

was examined in the present study.

CHAPTER III
RESULTS

The SASSI/SASSI-2 means and standard deviations
obtained by subjects in this study, and by the SASSI-2
normative sample,

as well as the results of z.-tests of

differences between these means,

are summarized in Table 4.

The z-tests indicate that the present study's sample means
differed significantly from the normative sample's means on
the SASSI-2.

The present study's subjects had significantly

higher means than the normative sample on the OAT
vs. 8.92), SAT

(M = 6.22 vs. 4.51), COR

(M = 11.50

(M = 10.89 vs.

8.56),

FVA (M = 16.61 vs. 12.57),

and FVOD

(M = 26.89 vs.

12.99)

scales, and significantly lower means than the

normative sample on the FAM (M = 6.35 vs. 7.60)
3.76 vs. 6.20)

scales.

and DEN

(M =

These mean differences indicate that

the present study's subjects had more severe levels of abuse
of both alcohol and drugs, and more subjective distress,
feelings of worthlessness,
the normative sample.

and criminal-like attitudes,

However,

than

the present study's subjects

were less likely to express themselves in meaningful ways,
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Table 4.
Present Study and SASSI-2 Normative Sample Means and
Standard Deviations on the SASSI/SASSI-2 Scales.

SASSI -2a

Present Studv

z.

SD

Scale

nb

M

SD

OAT

54

11.50

2.58

8.92

3.63

5.22*

SAT

54

6.22

1.49

4.51

1.71

7.35*

DEN

54

3.76

2.26

6.20

2.89

-6.20*

DAN

28

12.18

2.13

—

—

SAM

26

9.92

1.29

2.13

2.06

ALD

28

5.50

1.00

—

—

FAM

54

6.35

1.72

7.60

2.07

-4.44*

COR

26

10.89

2.19

8.56

3.21

3.70*

FVA

54

16.61

9.67

12.57

9.52

3.12*

FVOD

54

26.89

9.14

12.99

11.91

8.58*

M

—
9.06
—

N o t e : Dashes denote scale: means not applicable to SASSI
version.
★ £ < .05
aMeans on the SASSI-2 scales are from clinical sample, n =
78.
From personal communication.
Used by permission of
SASSI Institute.
bIn the present study, SASSI n = 28, SASSI-2 n = 26.
For
the scales that are identical on both forms, n = 54 .
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and had less codependency,

than the SASSI-2 normative

clinical sample.
Table 4 also shows that the variability of the two
samples is similar.

By comparing the standard deviations of

the current sample with the SASSI-2 normative sample,

it can

be seen that there is little difference in variability of
scale scores.

Therefore,

although the scale scores for

subjects in the present study differed significantly from
the scale scores of the normative sample,

the variability

within each sample was very similar.
Figure 1 shows the distribution of length of stay for
the present study.

This distribution is highly skewed;

although the mean number of days in the program was 51.259,
the median was only 32.000; and although length of stay
ranged from 1 to 214 days, 48.1% of clients left before 30
day s.
To test the hypothesis that severity of abuse is
correlated with subjective distress and codependency,
correlations were computed between the scales measuring
severity of abuse of alcohol

(the FVA scale)

and drugs

(the

FVOD scale) and the scales measuring subjective distress
(the OAT scale)

and codependency

(the FAM scale).

correlation matrix for all SASSI/SASSI-2 scales is
summarized in Table 5.

As indicated in this table,

The
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Figure 1. Distribution of length of client stay in the
present study.
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Table 5.
Correlations and Probabilities of SASSI/SASSI-2 Subscale
Scores Obtained in the Present Study and Length of Stay in
the Program.
Scale

Factor

OAT
n=54

SAT
n=54

DEN
n=54

FAM
n=54

FVA
n=54

FVOD
n=54

SAT

.246
(.073)

DEN

- .219
-.680
(.001) (.110)

FAM

-.284
-.393
(.038) (.003)

FVA

.373
(.005)

.414
(.002)

FVOD

.329
(.015)

.255 -.529 -.382
(.063) (.001) (.004)

.547
(.001)

COR

.588
(.002)

.409 -.485
(.038) (.012)

-.242
(.234)

.469
(.016)

.479
(.013)

DAYS

-.084
(.544)

-.236 -.049
.151 -.108
(.275) (.437) (.086) (.723)

.035
(.804)

COR
n=2 6

.485
(.001)
-.439 -.362
(.001) (.007)

N o t e : p values are shown in parenthesis.

.101
(.622)
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the FVA and FVOD subscales were both significantly
correlated with the OAT subscale
= .329, p = .015, respectively).
hypothesis,

(r = .373, p = .005, and r
However,

contrary to the

the FVA and FVOD subscales were significantly,

but negatively,

correlated with the FAM scale

(r = -.362, p

= .007, and r = -.382, p = .004, respectively).

Thus,

although severity of abuse of both alcohol and drugs was
positively correlated with subjective distress,

severity of

abuse was negatively correlated with the codependency
measure.
The second purpose of the present study investigated
multiple factors in relation to length of stay and was
initially explored using a stepwise multiple regression
analysis.

The factors explored were severity of use of both

alcohol and drugs

(as measured by the FVA and FVOD scales,

respectively), feelings of worthlessness
DEN scale), subjective distress
scale), codependency

(as measured by the

(as measured by the OAT

(as measured by the FAM scale), and not

trusting others enough to express oneself in meaningful ways
(as measured by the SAT scale).

The regression analysis

intercorrelated these factors to determine which factor
contributed most to length of stay.

However, because none

of the factors investigated were significantly correlated
with length of stay (see Table 5), none of the factors
entered the regression equation at the .05 significance
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level.

However, note that the FAM scale, which purports to

be a measure of codependency,

approached significance

(r =

-.236, p = .086).
As an alternative approach,

a simultaneous regression

analysis was also performed in order to examine the
possibility that the combination of all factors
significantly contributed to length of stay.

This analysis

indicated that the combination of all the investigated
factors was not significantly related to length of stay (R2
= .133, p > .05).

Thus, all of the explored factors

together accounted for only 13% of the variance in length of
client stay.
These results indicate that the dependent measures,
which included severity of abuse of both alcohol and drugs,
subjective distress,

feelings of worthlessness, not trusting

others enough to express oneself in meaningful ways,
codependency, did not significantly relate,
independently or in combination,

and

either

to length of stay in

residential chemical dependency treatment.
The present study's third purpose was to test the
hypothesis that clients with a shorter length of stay are
more likely to have scale scores similar to those with a
history of criminal justice system involvement. This was
done by computing the correlation between length of stay
measured in days)

and the COR subscale of the SASSI-2

(as

(high
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scores on which indicate a similarity to people with a
history of involvement with the criminal justice system).
The results indicated that COR scale scores were not
significantly related to length of stay (r = .101, p =
.622) .
The fourth purpose was to explore the relationship
between race and attrition.

The means and standard

deviations for the SASSI/SASSI-2 subscales are summarized by
race in Table 6.

First, £-tests were conducted to determine

any significant differences between white and black subjects
in their severity of abuse.

The results indicated that

blacks and whites did not significantly differ in severity
of abuse of alcohol,

FVA scale M's = 16.757 and 16.294

respectively, £.(52) = .16, p > .05, or drugs,

FVOD scale M's

= 26.568 and 27.588 respectively, £(52) = -.38, p > .05.
Note that of all the SASSI/SASSI-2 scales, only the OAT
scale indicated a significant difference between blacks and
whites in this study, £(52) = -2.18, p = .034, indicating
that whites scored higher on the measure of subjective
distress.
Additionally,

a stepped regression analysis was

conducted to test for racial differences in the dependent
measure of length of stay once the effects of severity of
abuse were removed.

As presented in Table 7, the results
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Table 6.
Means and Standard Deviations for Whites and Blacks in the
Present Study on SASSI/SASSI-2 Subscales.

Elacks.

Whites
F a c to r

a

tt

EE

a

U

EE

£

OAT

17

12.588

1.839

37

11.000

2.728

-2.18

SAT

17

6.176

1.667

37

6.243

1.422

.15

DEN

17

3.000

1.323

37

4.108

2.514

1.71

DAN

8

13.125

2.167

20

11.800

2.042

-1.53

SAM

9

9.889

1.364

17

9.941

1.298

.10

ALD

8

5.375

1.188

20

5.550

.945

.41

FAM

17

6.588

1.460

37

6.243

1.832

-.68

FVA

17

16.294

9.512

37

16.757

9.867

.16

FVOD

17

27.588

7.238

37

26.568

9.963

-.38

9

10.889

2.522

17

10.882

2.088

-.01

17

56.529

63.818

37

48.838

53.727

-.46

COR
DAYS

* E < .05
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Table 7.
Summary of Stepped Regression Analysis in Predicting Length
of Stay,
Variable

B

SE B

r2 SemiDartial

Step 1.
Severity of alcohol use
Severity of drug use

-.571

.975

.082

.545

1.032

.074

6.916

17.033

.057

Step 2.
Race

N o t e : R2 = .008 for step 1.

AR2 = .003 for step 2.
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indicated that neither racial differences

(black vs. white)

nor severity of alcohol and drug abuse contributed
significantly to the variance of length of stay in treatment.
In addition to the four purposes of the present study,
other significant correlations were found among the
SASSI/SASSI-2 subscales for the subjects in this study, and
merit attention here.

For example,

Table 5 shows that the

FVA scale was significantly correlated with the FVOD scale
= .547, p < .001),

indicating that many of the subjects in

this study used both alcohol and drugs.
scales were significantly,
the DEN scale
respectively).

(r

The FVA and FVOD

and negatively,

correlated with

(r = -.439, p < .001, and r = -.529, p < .001,
This indicates that subjects scoring lower on

denial reported greater severity of abuse.
positively correlated with the SAT scale

The FVA scale was

(r = .414, p =

.002), and the correlation between the FVOD and SAT scales
approached significance

(r = .255, p = .063).

These

correlations indicate that as scores on the severity of abuse
scales increased,

subjects,

in particular those who abused

alcohol, became less likely to trust and disclose themselves
to others in meaningful ways.

Also,

the FVA and FVOD scales

were positively correlated with the COR scale

(r = .469. p =

.016, and r = .479, p = .013, respectively).

These

correlations indicate that subjects who reported greater
severity of abuse also were more likely to respond in ways

49
similar to those with a history of involvement with the
criminal justice system (e.g. criminality).
The COR scale was also positively correlated with the
OAT and SAT scales

(r = .588, p =.002,

.038, respectively).
scores increased,

and r = .409, p =

This indicates that as criminality

so did scores on scales measuring

subjective distress and mistrust of others.

However,

scale was negatively correlated with the DEN scale

the COR

(r =

-.485, p = .012), indicating that subjects high on denial
were less likely to respond in ways similar to those with a
history of involvement with the criminal justice system.
Interestingly,

the FAM scale was negatively correlated

with the OAT and SAT scales

(r = -.284, p = .038, and r =

-.393, p = .003, respectively),

indicating that subjects

higher on codependency tended to report less subjective
distress and less mistrust of others.

The FAM scale was

positively correlated with the DEN scale

(r = .485, p <

.001), indicating that subjects who scored higher on
codependency also scored higher on denial.
Finally,
the OAT scale

the DEN scale was negatively correlated with
(r = -.680, p < .001), indicating that as

scores on the scale measuring subjective distress increased,
scores on the denial scale decreased.

This negative

correlation probably is related to the efforts on the part of
some to "fake good"

(high denial,

low distress).

CHAPTER IV
DISCUSSION

The first purpose of the present study was to
investigate the hypothesis that subjective distress and
codependency are positively correlated with severity of use
of alcohol and drugs.

The results supported the hypothesis

that severity of abuse is correlated with subjective
distress.

Recall that as severity of abuse increases,

the

person will experience an increase in distress because of a
decreased capacity to fulfill major role obligations
job performance decreases).

However,

(e.g.

the correlation between

severity of abuse and codependency was opposite of the
expected outcome; the correlation between severity of abuse
and codependency was negative,
abuse increased,

indicating that as severity of

scores on the FAM scale

measure codependency)

decreased.

(which purports to

Although Miller admits that

the FAM scale is the weakest scale of the SASSI/SASSI-2, in
that the derivation sample was flawed (e.g. may not have been
an accurate representation of codependents),
was not cross validated,

and the scale

this does not explain the

significant negative correlation.
50

Possibly,

the FAM scale is
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measuring some other attribute found among substance abusers.
Of the 14 items on the FAM scale,

12 of these items are also

included on other SASSI/SASSI-2 scales,
are also scored on the DEN scale

including six that

(five of these are scored in

the same direction as on the DEN scale).

This probably would

explain the rather high significant positive correlation

(r =

.485) between the FAM and DEN scales in the present study.
Four of the remaining six items also are scored on the OAT
and SAT scales

(three of which are scored in the opposite

direction), with which the FAM scale was negatively
correlated.

Recall that the DEN scale was also negatively

correlated with OAT
significantly).

(significantly)

Therefore,

and SAT

(non-

these results suggest that the

FAM scale has significant similarity to the DEN scale, may be
measuring aspects of denial or some other unknown trait that
includes aspects of denial and codependency,

and should be

used with extreme caution as a measure of codependency.
The second purpose was to investigate multiple factors
thought to be related to attrition,
alcohol and drug abuse,

including severity of

subjective distress,

feelings of

worthlessness, not trusting others enough to express oneself
in meaningful ways, and codependency.

However,

the results

indicated that none of these factors were significantly
related to attrition,

either alone or in combination.

Even

though the OAT, SAT, DEN, FAM, FVA, and FVOD scale means
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differed significantly from the SASSI-2 normative sample,
these factors failed to be significant in predicting length
of stay.

This may be related to the significant

intercorrelations of many of the SASSI/SASSI-2 subscales.
These inter-scale correlations may have made it difficult for
a subscale, and even combinations of subscales,

to

significantly contribute to the variance of the criterion
measure.

Also,

the highly skewed distribution of length of

stay may have affected the correlations between length of
stay and the predictor variables.

Furthermore, because many

of the present study's scale means were significantly
different from the normative sample, the present study's
sample may have differed significantly from the general
substance abuser population.

These differences may also have

affected the obtained correlations among variables,
attenuating the expected relationships.

Of course, these

factors simply may not be related to length of stay, even if
measured with scales that are more psychometrically ideal, or
with a more representative sample.
Third, a negative correlation was expected between
length of stay and COR scale scores.
did not support this expectation.

However,

the results

Perhaps attitudes

indicative of criminal behavior are not related to length of
stay, contrary to the findings of the Shellow
Massachusetts Department of Corrections

(1971)

(1976) and
studies, but
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consistent with Federer et al.'s

(1986)

results.

In the

present study, COR scale scores were positively correlated
with the OAT, SAT, FVA and FVOD scales,
correlated with the DEN scale.

and negatively

These correlations are

consistent with an expectation that criminality is related to
greater substance abuse,
others.

Additionally,

scores increased,

subjective distress and mistrust of

these results indicated that as denial

the subjects were less likely to admit to

possible problems; because the DEN scale was significantly
and negatively correlated with the FVA, FVOD and OAT scales,
as well as with the COR scale,

it is difficult to determine

accurate levels of substance abuse,
criminality in this sample.

subjective distress,

Furthermore,

and

one could

hypothesize that although criminal attitudes and behavior
would be associated with high denial

(a positive

relationship), the willingness to admit to criminal attitudes
on a rather transparent measure of criminality would be
negatively correlated with a measure of defensiveness or
denial.

These factors cloud the reasons underlying the lack

of a relationship between the COR scale and length of stay.
Lastly,

this paper sought to investigate any racial

differences in length of stay and in severity of abuse.

The

results indicated that there were no significant differences
between white and black subjects in their severity of abuse,
nor was length of stay significantly related to racial
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differences.

This finding is in contrast to the results of

the Pavkov et al.

(1993), Little and Robinson

Robinson and Little

(1982)

studies.

(1987), and

The present study's

finding indicates that the two races may be more similar than
they are different,

at least in terms of severity of

substance abuse and factors affecting length of stay in
residential treatment.

The only statistically significant

difference between the races in this study was on the OAT
scale,

indicating that whites had higher levels of subjective

distress than blacks.

However, both races in the present

sample had significantly higher scores than the normative
sample on the measures of alcohol and drug abuse.

All

subjects may have had higher scores on these measures due to
time on a waiting list to enter treatment.

Thus,

in 1995,

Nova House residential applicants waited an average of 38
days before admission.
criteria,

Admission was based on multiple

including being a resident of Montgomery County,

years of age or older,

18

and a level of severity of substance

abuse that would warrant residential treatment.

Severity of

abuse was determined by personal interviews, pencil and paper
tests

(i.e. the SASSI),

and by DSM-IV criteria.

The waiting

period may have had the effect of decreasing any existing
group differences in severity of abuse.
An additional problem in this study is the irregularity
of test administration.

During the time in which the data

55
were gathered, not all clients entering the Nova House
residential program were given the SASSI or SASSI-2; instead,
roughly two-thirds of clients entering Nova House were given
the test.

The reasons for this are unclear, but seem to have

been due primarily to either the lack of test materials at
the time of some client screenings,

or time constraints

(e.g.

staff and/or client were limited by outside factors to a set
amount of time for the intake interview).

However,

one would

expect either of these variables to affect the relevant
variables in a random manner.
If a similar study were to be conducted in the future,
modifications might be incorporated into the method.

First,

additional measures of the variables being studied might be
useful.

This is important in that many of the SASSI/SASSI-2

scales are significantly inter-correlated,

and this may have

led to an inaccurate measure of the attributes under
investigation,

or at least made it more difficult to

differentiate the individual attributes.

This applies

especially to the DEN scale, as it measures denial; high
scores on this scale may be indicative of inaccurately low
scores on other scales,

such as FVA and FVOD.

Also, the FAM

scale appears flawed and is questionable as a valid measure
of codependency.
Second,
group

it may also be helpful to test a matched control

(i.e., a group matched on race, gender,

age, and
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education, but who are not substance abusers), so that direct
comparisons may be made between the groups for the factors
under investigation.

The experimenter would then be able to

more accurately differentiate between scale scores of a
"normal" sample and a substance abusing sample.
be most helpful in the analysis of results,

This would

as it would give

the experimenter a normative base from which to draw any
conclusions based on the scale scores of the experimental
group.

This may also help to determine the utility of

several of the SASSI/SASSI-2 scales,

such as the DEN and FAM

scales.
Future studies should continue to examine the factors
that are related to attrition.

Given the amount of money and

time that are invested in the early stages of treatment,

it

would be beneficial to identify those clients most likely to
drop out prematurely from residential programs.
individuals could receive additional services,

These
such as

improved community outreach or outpatient services,
inpatient services of a modified nature,

or even

so that inpatient

services are better able to help those whom are admitted and
increase the likelihood of patients completing treatment.
Future studies may also investigate the utility of the
SASSI/SASSI-2 in other populations,

such as with outpatients,

or as a pre- to post-treatment measure of outcome
sobriety).

(e.g.

The latter may be useful in determining success
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rates of different modalities of substance abuse treatment
over an extended period of time.
Additionally,

future studies should investigate the

validity of the FAM scale

(the SASSI-2’s measure of

codependency), and assist in developing a more accurate
measure of codependency.

Support and/or codependency may

prove to be important factors in determining attrition,

and

may assist substance abuse treatment professionals with an
improved understanding of family dynamics related to
substance abuse relapse.
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